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Today’s Presenter
Tadarro Richardson, M.D., SFHM

Dr. Richardson has over 35 years of experience practicing medicine and 
leading successful teams. He earned his medical degree from the 
University of Louisville and completed both his internship and 
residency at University Hospital Cincinnati. Tadarro is a diplomate of 
the American Board of Internal Medicine. He is a Senior Fellow of 
Hospital Medicine.

Dr. Richardson currently serves as a Regional Medical Director for 
TeamHealth and provides support and leadership for Post-Acute Care 
programs in Kansas, Florida, Massachusetts, Rhode Island and 
Connecticut.  



From Today’s Hospitalist –Leo Motter, MD

Presenter Notes
Presentation Notes
This is a cartoon taken from Today’s Hospitalist Magazine.  It was done by Dr. Leo Motter.  Although today we are discussing transition of care, I wanted to re-introduce you to all those distractions which come in to play when you are planning to discharge someone.  In 2021 the average LOS is 4.5 days with an average cost of $10,400.



To clarify what the Hospital Teams can do to assist with a safe 
and effective discharge 
To highlight the barriers and challenges that occur when an 
individual is discharged
To present some of the KPIs (key performance indicators) that 
are routinely monitored in the PAC space
To present information that will allow you to better evaluate the 
environments that a patient is discharged to  

My Objectives

Presenter Notes
Presentation Notes
Some of you may have worked in the PAC space.  For those of you who are not familiar with PAC, this will be your introduction;  And for those who are already familiar I hope that you will gather additional insight as to the workings of PAC.  
Institute for Healthcare improvement and the Institute of Medicine



Why am I involved in Post Acute Care

Reward

Challenges

Presenter Notes
Presentation Notes
We will discuss the challenges that we face in the PAC space and offer solutions for improvement.  Challenges mirror what we see in the HM world – Staffing shortages and sicker patients.  There is difficulty with getting timely labs, social interactions with families and staff and burnout  The reward is related to the satisfaction that we all get when dealing with patients.  The patients that we see are not sick enough to be hospitalized, but often too sick to be at home.  The reward is to be able to care for these individuals who sometimes find themselves in the twilight of their lives.  Work life balance and lifestyle is good.  The pay is reasonable.  And you have your own private practice.  



Institute for Healthcare Improvement Triple Aim

Presenter Notes
Presentation Notes
The triple aim is a framework, often related to population health.  Population health is the health status and health outcomes of a group of people, rather than focusing on one person at a time.  This terminology was first introduced in 2007 and is now the basis for a several public programs.   
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• As opposed to traditional FFS care, Value 
Based Care is taking the forefront.   

• The Hospital Medicine and PAC Teams must 
involve themselves with discussions about 
all aspects of care including medical, 
economic, psychological and social.   

The Role of the Hospitalist

Presenter Notes
Presentation Notes
WE are moving away from FFS payment system.  We move toward value-based care.  The system is looking for quality over quantity.  Healthcare costs are 20% of our GDP.  GDP is the value of goods and services produced in the U.S.  The total amount of healthcare cost amounts to over $12,500 per individual.  There are over 330 million individuals in the United States.  



The Six Domains of Healthcare Quality from the IOM

Safety

Timeliness

Effective

Efficient

Equitable

Patient 
Centered

Presenter Notes
Presentation Notes
The Institute of Medicine also has a framework for what we hope to achieve in the healthcare sector.
SAFETY- First do no harm
TIMELINESS – reduce delays – make sure our patients have prompt follow-up; make sure that testing is done in a timely fashion
EFFECTIVE– Are our recommendations based on scientific based norms; avoid underuse, misuse and overuse.
EFFICIENT – Avoid waste including energy, supplies and ideas
EQUITABLE – There is no variation in care based on gender, ethnicity, and socioeconomic status
PATIENT CENTERED – Care is responsive to individual preferences



• 35 million annual discharges
• Everybody does it differently  
• In all settings multiple handoffs can occur and the more 

handoffs, the greater the chances of critical information 
that’s lost. 

• The receiving entity may not have access to the records 
of the sending entity.

What’s the problem with Transitions of Care?

Presenter Notes
Presentation Notes
Let’s think about what happens on a regular basis on the hospitalized patient.
ER handoffs to a hospitalist who consults a specialist who hands the patient back to the hospitalist prior to discharge who handoff to the patient off to PAC provider.  UpToDate indicates that during a single 5-day hospitalization a patient may be passed between doctors an average of 15 times.



What options do we have in Post-Acute Care

Home with or without home health

Nursing Home (ECF)

SNF – Skilled Nursing Facility

IRF

LTAC 

Presenter Notes
Presentation Notes
75% of hospitalized patients are discharged to home.



• Home – What can we do at home?
• ECF – NH – provides long term care.
• SNF – requires a qualifying event – i.e., 3-night stay; requires at least 1 

hour/day of therapy.  There are also “super snfs” which boast specialty 
care and advanced technology to accommodate the sicker patient.

• IRF – Strokes/Prosthetic devices who need intensive PT/OT/ST and 
usually the care of a Physiatrist; needs 3 hours/day of treatment; usually 
seen by a physician at least 3x/week. 

• LTAC – sick and complicated patients e.g., Vents/Trach/PEG/LVAD/Chest 
Tubes who will require at least 25 days of intensive monitoring.

What’s the Difference?

Presenter Notes
Presentation Notes
Nursing home = rest home



• 75 yo white female; widowed and lives alone at her home.  Limited family contact though the 
daughter is known to be the POA.

• Hypertensive, Diabetic, mild COPD with 20+ pack years; she gets routine checkups.
• Post Cholecystectomy for stones
• BP controlled; HgA1c 8.5; Creatinine 1.4
• Norvasc 5 mg daily/Lipitor 20 mg daily/Glucophage 500 mg daily/prn albuterol inhaler
• Presented with chest pain secondary to anterior MI; arrested in the ER and required intubation 

and pressors. PCI successful for single vessel occlusion. Prolonged stay in the ICU with 
prolonged ventilator support.  Successfully weaned and transferred to the floor.  She  was 
found to have muscular atrophy, and decreased sensation. Seen by PT/OT.  Neurology consult 
was requested.  Mildly decreased LVEF on echocardiography.

• Case management is suggesting discharge to home with a HH aide and outpatient PT/OT
• Patient response “I know I can’t take care of myself at home right now and there is no one to 

help me.”

Case Presentation – Ms. Jones

Presenter Notes
Presentation Notes
What drug would you use if an individual had co-existing DM and HBP?
Stable PCI patients are discharged within 72 hours. 
The need for ACE/ARB



• You are the hospital provider taking care of this patient. 
You are on a 7 on/ 7 off schedule working Monday –
Sunday.  You pick up the Ms. Jones on Monday.  She has 
been in the hospital for 6 days prior to your starting your 
rotation.  On Friday afternoon you are notified that the 
patient can be discharged on Monday.  

You are the provider of record



• It’s Sunday.  Ms. Jones is up at bedside.  No chest pain/VSS/sugars 
under excellent control. The insurance company had notified case 
management on Friday that dc to a 1-star SNF on Monday is 
authorized or she may go to her home with home health.

• Discharged on Crestor 20 mg/day, metformin ER 500 mg bid, 
metoprolol tartrate 25mg BID, ASA 81 mg daily, Plavix 75 mg daily, 
enalapril 5 mg twice daily and sliding scale insulin tid. 

• Recommendations are to fu with Cardiology in 2 weeks post 
discharge and with the primary MD in 3-4 weeks.  

• What’s next?

What are the discharge recommendations

Presenter Notes
Presentation Notes
Is everyone happy with the discharge plans?
1-star SNF
Dosing schedule
ACE
SS insulin



• Home
• Nursing home (ECF)
• SNF – Skilled Nursing Facility
• IRF  - Inpatient Rehabilitation Facility
• LTAC – Long term acute care facility

• Check any that may apply.

Where would you send this patient?



Where would I send this patient?                                                      

Home  - Possibly

Nursing Home (ECF!) - No

SNF – Possibly

IRF – May not be sick enough

LTAC – Not sick enough



True or False………………………………………………….

There is benefit in terms of mortality and functional 
status when a patient is sent to a nursing home (skilled 
nursing facility) vs. home.



False.
There were no significant differences in 30-day 
mortality rates or improved functional status when 
comparing home vs. skilled nursing home facility.  
Discharge to home was associated with a 5-6 
percentage point higher rate of readmission at 30 
days compared with discharge to a skilled nursing 
facility.  

JAMA Intern Med. 2019 May; 179(5): 617–623 Patient Outcomes After Hospital Discharge to Home With Home Health Care vs to a Skilled Nursing Facility

Does it really matter?

Presenter Notes
Presentation Notes
From 2010 to 2016, there were 17 235 854 discharges among Medicare beneficiaries in this cohort

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6503560/


• Begin preparing the discharge summary in anticipation of 
discharge tomorrow.

• Notify the family of anticipated discharge.
• Consider changing the medication regimen.
• Make sure in the orders that a 2-week fu appointment with 

Cardiology is made prior to discharge.  

Click any that may apply.  

What is/are the next steps in preparation for the discharge

Presenter Notes
Presentation Notes
Refer back to slide 12




• Ms. Jones is discharged to the SNF on Monday.  She arrives to her destination at 
6 PM, shortly after the departure of the attending MD. Based on CMS 
guidelines, how soon following admission is the doctor required to see this 
individual?

• 24 hours

• 72 hours

• 1 week
• 1 month

Discharge Planning to a Nursing Home

Presenter Notes
Presentation Notes
Admit decisions to depart time is 2-4 hours nationally.  Emergency departments with higher volumes is much higher.



•Under 42 C.F.R. §483.40(c)(1), the initial 
comprehensive visit must occur no later than 30 
days after a resident’s admission into the SNF. 
Further, under 42 C.F.R. §483.40(c)(4) and (e), the 
physician may not delegate the initial 
comprehensive visit in a SNF. Non-physician 
practitioners may perform other medically 
necessary visits prior to and after the physician’s 
initial comprehensive visit. 

Centers for Medicare & Medicaid Services (CMS)

CMS GUIDELINES



How do you communicate?

Written 

Face to Face

Phone to Phone

Protected email or text

Dictated discharge summary

Time Frame for the communication

Presenter Notes
Presentation Notes
The best method of doing a handoff is not clear.  
I questioned 5 directors who work in Post-Acute Care facilities.  The consistent message was a thorough discharge summary, followed by the H/P.  



• Hospital course summary:
 All active diagnoses that caused the admission
 All chronic, co-morbid, complicating, secondary diagnoses
 NO signs/symptoms: Instead, use probable/most likely Dx’s
 Listing of ALL medications, note any changes or additions
 Any significant lab and imaging test results that need post discharge 

follow up
 All pending lab and imaging test results that need post d/s follow up
 Disposition and follow up plans 
 Summary of patient education

Documentation in the Discharge Summary



• Economic factors – can medication be afforded?  Does 
insurance provide coverage for home care or care at a post-
acute care facility?

• Psychological  factors – will the individual comply with going 
to somewhere other than home?  Is she comfortable in her 
home environment?

• Social factors – specifically what is the support to ensure 
safety at home e.g., family support, transportation for office 
visits

What are the factors influencing her discharge..other than medical?



• The average age of participants when they moved to a nursing 
home was about 83. The average length of stay before death was 
13.7 months, while the median was five months. Fifty-three percent 
of nursing home residents in the study died within six months.

J Am Geriatric Soc. 2010 Sep; 58(9): 1701–1706.

The Stigma of the Nursing Home

https://www.ncbi.nlm.nih.gov/entrez/eutils/elink.fcgi?dbfrom=pubmed&retmode=ref&cmd=prlinks&id=20738438


• “Taking into account a variety of patient and facility-level 
factors, initial assessments occurred later, or not at all, in 
SNFs that were small, rural, and in the South or Midwest 
compared to their larger, urban, suburban and 
Northeastern counterparts. Patients with cognitive 
impairment were also more likely not to have a SNF visit 
and were seen later, on average, than those without 
cognitive impairment.”

• Health Affairs – April 1, 2019

What’s happening around the country?

https://doi.org/10.1377/hlthaff.2018.05458


• Medicare has a 5-star rating system to define care delivery in the nursing 
home.  What are the metrics?

• Affiliation with a Joint Commission Accredited Hospital
• A certified medical director (CMD) who oversees patient care
• Quality
• Health Inspections
• Staffing ratios

Click all that apply.

Star ratings:



• Medicare has a 5-star rating system to define care 
delivery in the nursing home.  There are 3 criteria.

• Quality – Broken into short- and long-term metrics
• Health Inspections – often based on complaints and 

inspections
• Staff turnover – relates to nursing, physical therapists and 

administration

Star ratings



• Limited staff and frequent turnover
• Limited ability to run codes
• Lab is typically done off site
• There is limited subspecialty coverage; but there is 

usually the availability of behavioral health, podiatry, and  
wound care.   

• Provider coverage may be limited

Challenges in the SNF and ECF



“the staffing levels of skilled nursing in NHs helps 
determine NH mortality rates. NH effectiveness in 
preserving life expectancy would be improved if both the 
quantity and quality of skilled nursing care were enhanced.

Life expectancy in nursing homes Pages 1877-1888 | Published online: 03 Oct 2021 Applied Economics Robert J. Brent

Challenges in the Nursing Home Setting

https://www.tandfonline.com/journals/raec20
https://www.tandfonline.com/author/Brent%2C+Robert+J


• We cannot prevent readmissions.  People are going to get sick.  
• However, studies have suggested that approximately 25% of 

readmissions may be preventable
• The sicker the patient, the more likely she/he will be readmitted (> 6 

comorbidities) 1

• Polypharmacy > 5 medications and High-Risk Medications 
• Medication reconciliation errors
• Falls in the facility
• Timely follow-up
• Poor understanding of advanced care planning

What are the common causes for hospital readmission from PAC?

Presenter Notes
Presentation Notes
Screening tools for readmission include LACE index, HOSPITAL score and the 8 P’s.



• In 2018 there were 3.8 million all cause adult 
readmissions.  The average readmission cost was 
$15,200.

Statistical Brief #278 AHRQ July 2021

The financial impact of Hospital Readmissions



• 8 Ps
• LACE Index
• HOSPITAL
• These tools may help in identifying individuals who are at 

highest risk for readmission, thus allowing us to direct 
care and resources to these individuals.

• Remember that social, economic and psychological 
factors have a huge role in impacting these tools. 

Screening Tools for assessing readmission Risk



• Problems with medications
• Psychological
• Principle Diagnosis
• Physical limitations
• Poor health literacy
• Patient Support
• Prior hospitalization
• Palliative Care

Compliments of SHM Project BOOST (Better Outcomes for Older Adults through Safe Transitions)

The 8 P for assessing readmission risk



• Length of stay
• Acuity of admission
• Comorbidities
• Emergency Department Visits

Ottawa Hospital Research Institute

LACE INDEX SCORING TOOL



• H emoglobin 
• O ncology unit discharge
• S odium level at discharge
• P rocedure during hospitalization
• I ndex T ype
• A dmission number for 1 year
• L ength of Stay

HOSPITAL SCORING INDEX



The most common cause of bacteremia in the Long-Term 
Care facility is:
UTI

C. Diff
Cellulitis
Pneumonia

Infection in the Nursing Home

Presenter Notes
Presentation Notes
The most common cause of HC associated diarrhea is C. diff



• Methodology for evaluating a patient’s risk of 1 year 
mortality

• Methodology for assessing one’s fall risk
• Methodology that assists providers in avoiding 

potentially harmful medications
• Methodology for assessing the risk for pressure ulcers

What is the Beers Criteria



• 1991 – Mark Beers, MD, Geriatrician
• He helped champion a reference tool now called the 

Beers Criteria
• It addresses potentially inappropriate medication use in 

older adults
• Updated every 3 years since 2011.

What you need to know about the Beers Criteria



Five categories of medications in the Beers Criteria

Those that are potentially inappropriate

Those to be avoided in certain conditions

Drugs to use with caution

Drug-Drug interaction

Dosage adjustment with renal compromise



In the post acute care world, the providers are held 
accountable when the patient is on multiple medications > 
5-6.  Although we work diligently to limit the number of 
medications, it should always be at the providers 
discretion to prescribe what is necessary to deliver 
exemplary care.  Once again, we look at the example of 
Ms. Jones.  She was sent home on multiple medications, 
all of which were medically necessary.  

Under prescribing can also be problematic.   



• An updated advanced care plan is invaluable.  

• Knowing the capabilities of the facility that you’re sending your patient to

• Medication reconciliation i.e., medications on admission, and medications on 
discharge.  This will allow the PAC provider to better facilitate discharge back to 
home. 

• A simple drug regimen using medications that are given once daily (when 
appropriate)

• When possible, avoid hypnotics and anti-psychotics.  These meds lead to falls.

• Notification of any/all pending studies.  A study has suggested that ~ 40% of 
discharged patients have pending tests at the time of discharge.

https://www.uptodate.com/contents/hospital-discharge-and-readmission/abstract/24

How do we hit the triple AIM?

Presenter Notes
Presentation Notes
In the next slide we will discuss the items that should be considered during ACP discussions. 



• Cardiac Resuscitation
• Life Support
• Tube feeding
• Blood transfusion
• Surgery
• Dialysis
• Antibiotics and Medications
• Pain Medication even if it results in temporary addiction or hastens death
• 99497 (16-30 minutes) and 99498 is each additional 30 minutes

Items to consider when discussing Advanced Care Plans

Presenter Notes
Presentation Notes
Often ACP means defining code status.  It is much more than that.  



• Advanced Care Planning
• Star rating – Use Nursing Home Compare to look it up.
• Discharge summary with medication reconciliation, and the 

H/P.  It’s always nice to have these in hand even prior to the 
patient’s arrival to the PAC destination. 

• All pending laboratory including radiographs.  Tests that need 
to be ordered.  Tests ordered on the day of discharge are 
problematic.  

• Prophylactic basics….pneumonia/flu/covid vaccines when 
appropriate

And what do I want you to remember?

Presenter Notes
Presentation Notes
One study suggested that 41 percent of discharged patients had a test pending.  



• A discharge to home leads to a higher readmission rate; it does not 
however impact mortality or improvement in functionality.

• Polypharmacy is bad;  but so is under prescribing.  Do what is 
medically necessary.  

• A simple drug regimen with QD/BID dosing is optimal.  Please do 
this when you can.

• Place limit/stop orders on antibiotics, anticoagulants, SS insulin, 
PPIs when appropriate.  Give me some clues as to GDR (gradual 
dose reduction) aka deprescribing.  Let me know when to remove 
the staples.  

And what do I want you to remember?



And what do I want you to remember?

• Please make appointments with consultants prior to 
discharge.  It’s often much easier for the hospital to do this, 
rather than have the patient or the receiving facility do this.  

• Consider aligning with a defined set of SNFs and allow those 
providers to have read only access to the medical records of 
the patients sent to them.

• Educate and communicate with your patient

Presenter Notes
Presentation Notes
Identify during the hospitalization who is responsible for patient education



• Advanced Care Planning
• Polypharmacy
• High Risk Drugs (e.g., hypnotics, anti-psychotics, antihistamines)
• Depression Screening
• Vaccinations
• UTIs
• Pressure Ulcers
• Falls
• Return to Hospital

KPIs (Key Performance Indicators) in the PAC Environment

Presenter Notes
Presentation Notes
These are but a few of the KPIs that are routinely monitored; all are impactful. 



Presenter Notes
Presentation Notes
Interact = INTERVENTIONS TO REDUCE ACUTE CARE TRANSFERS
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